Introduction
China has the largest population in the world, and over 50% of its population lives in rural areas. Therefore, the Chinese government must improve the health status of its rural population (1) . A three-tiered medical system (county-townvillage) was established in the rural areas of China. At the village level, which is the bottom of the three-tiered medical system, rural doctors ("barefoot doctors") provide basic curative and preventive medical services for villagers in their own clinics. County hospitals are also responsible for providing training and guidance to township health centers, in addition to the supervision of countywide health services (2) . In 2012, China had 10940 county hospitals, 37000 township health centers, and 653000 village clinics. Every county has at least one county hospital (3) and almost the entire rural population has access to essential health services at a reasonable cost through the three-tiered medical system. Before 2009, dwindling financial support from the government caused many rural health facilities to suffer from financial hardships, causing them to spend very little on the purchase of medical equipment and training for health workers (4) . Certain market elements forced many of the better-trained health workers to move from rural facilities to urban areas (5), leading to a decline in the service capability of rural health facilities. Increasing distrust and chronic underutilization of rural health clinics occurred. Restricted access to urban medical services further highlighted social issues in the country. Using the occupancy rate as an example, the rate in urban hospitals averaged 85%-90% but averaged less than 50% in county hospitals (1, 6) . The differences in resource allocation in rural and urban areas increased. Moreover, while the number of beds and health professionals increased remarkably in urban hospitals, these numbers declined noticeably in rural hospitals over the same period (1) . As inequity and the huge health gap became increasingly significant, the Chinese government had to improve its health sector. In Mar 2009, the Chinese government has launched formally Healthcare Reform with an aim of establishing a more equitable health system (7) and a focus on gradually achieving the goal, for example, everyone has access to basic medical care and health services, as well as improving medical and health services at the grassroots level. County hospitals are essential to the reform as the main provider of healthcare for rural population and as the top tier in the threetiered medical system (8).
Hundreds of county-level public hospitals were selected to participate in a pilot project by Chinese National Ministry of Health and government. Some of the main measures of this pilot project included clearly stated roles and functions of county public hospitals, increased government investment, and the establishment of coordinated, unified and effective administrative mechanisms. Governments at all levels increased health investment of each county to improve infrastructure, health workforce, medical equipment, discipline construction, salary and reward of medical workers, basic pharmaceuticals policy, basic medical insurance and so on. In China, the effectiveness of the reform evaluated from different perspectives. Some studies evaluated the effectiveness through operational efficiency and productivity of county hospital and showed those have gone down (9) (10) (11) . The effectiveness through patient's medical expenses and cost of medicine evaluated and those have fallen to some extent as health reform starts (12, 13) . Some studies evaluated the effectiveness through patients' satisfaction (14, 15) and medical staffs' comments about the reform (16, 17) . Patients' satisfaction was not throughout improved with the implementation of the reform, and some medical staffs hold negative comments about the reform effectiveness in pilot county hospitals. Some studies evaluated the effectiveness through other various variables, such as the number of beds, service infrastructure development, workforce development, medical service quality and efficiency (18) (19) (20) (21) (22) (23) (24) (25) (26) . However, there was almost no effectiveness evaluation through comprehensive service capability of public county hospitals before and after the reform. Enhancing the service capability of public county hospitals was one of the key goals pursued by policy makers to ensure that the majority of the rural population would be guaranteed access to basic health services and have common illnesses be treated locally at the rural healthcare level. Therefore, building a comprehensive service capability evaluation index system would assist county hospital reform and development. This study aimed to find the conditions of service capability, evaluate the improvement of service capability of pilot county hospitals after the healthcare reform in China. It also can help the government to understand the current situation of pilot county public hospitals and smoothly start the reform in all public hospitals.
Methods
The study did not involve human participants, specimens or tissue samples, or vertebrate animals, embryos or tissues. The Ministry of Health approved this retrospective study and granted permission to the analysis of data.
Sampling
By considering both economic and social conditions, 18 representative provinces or cities were chosen across the country for county hospital reform by Chinese Ministry of Health, with 185 pilot county hospitals from 18 provinces or cities selected as an experimental group by county hospital reform policy and 185 non-pilot hospitals selected as a control group by research group. Selection criteria for the control group are as follows: we chose one pilot hospital as a reference and also considered the geographic proximity, similar size, and per capita GDP closest to the specific pilot hospital in 2009. This study has a total sampling of 370 county-level hospitals. We collected data from the Chinese Ministry of Health for the 370 county hospitals from 2009 to 2012 and included indicators, such as hospital bed size, number of medical staff, workload of hospital departments, hospital efficiency, and quality of medical care.
Methods of data analysis
Through literature analysis (18) (19) (20) (21) (22) (23) (24) (25) (26) and expert consultation, and after considering the availability of data, we screened the related indicators with county hospital service capabilities. The descriptive analysis method was used; factor analysis method was used to extract the main factors associated with service capabilities of county hospitals and to calculate a composite score of the serviceability of county hospitals. The ttest of two independent-samples methods was used to comparison analyze.
Service capability indicators of county hospitals
Eleven indicators related to the service capabilities of county hospitals were selected through literature analysis and expert consultation. These indicators include the actual number of open beds (X1), number of medical staff (X2), number of outpatient and emergency patients per year (X3), number of operations per year (X4), number of discharged patients per year (X5), cure rate (X6), improvement rate (X7), clinical and pathological diagnostic accuracy rate (X8), outpatient and hospital admission diagnostic accuracy rate (X9), bed turnover rate (X10), and average length of stay (X11). All statistical indicators are explained below:
1) Actual number of open beds (X1): the total number of sickbeds opened in a hospital.
2) Number of medical staff (X2): the total number of medical staff in a hospital 3) Number of outpatient and emergency patients (X3): the number of non-hospitalized patients is a summation of the number of outpatient and emergency patients. 4) Number of operations per year (X4): the total number of operations performed in a hospital in one year. 5) Number of discharged patients (X5): all patients discharged from the hospital, including all people listed in the "cured," "improvement," and "not cured" groups after treatment.
6) Cure rate: the frequency of patients who become healed after treatment (X6). Cure rate= (number of cured cases/number of discharged patients) × 100%. 7) Improvement rate(X7)= (number of improved cases/number of discharged patients) × 100%.
8) Clinical and pathological diagnostic accuracy rate(X8): (number of clinical and pathological diagnosis accuracy/cases of pathological diagnosis) × 100%.
9) Outpatient and hospital admission diagnostic accuracy rate(X9): (number of outpatient and inpatient diagnosis/number of inpatients) × 100%.
10) Bed turnover rate(X10): the number of discharged patients for each bed in a period. According to the National Health Statistical Investigation System (2007), the formula for bed turnover rate is the number of discharged patients / average number of open beds.
11) Average Length of Stay (ALOS) (X11)
: the average length of hospital stay for each discharged patient is a comprehensive indicator used in the evaluation of benefit and efficiency, as well as healthcare quality and technological level. "Average length of stay=Total bed days occupied by discharged patients/number of discharged patients."
Process of factor analysis
We included indices X1 to X11 in 2009 and 2012 of the 370 county hospitals into the factor analysis.
KMO and Bartlett's Test
The KMO test coefficient =0.801>0.5. The significant probability P-value of chi-square statistic of Bartlett test is <0.001, the data are highly suitable for factor analysis ( Table 1) .
Extracting characteristic roots
With characteristic roots >1 as a standard, four characteristic roots were extracted, the cumulative contribution rate of the former four main factors was 73.442%, indicating that the amount of original data has been extracted by 73.442%. Moreover, the original data can be reflected more objectively by the four main factors (Table 2) .
Extracting the common factor
The typical representative variables of the factor loading matrix were not very prominent and thus were difficult to explain well. A rotated factor model can be built after maximum variance orthogonal rotation. This model shows that the first main factor F1 had higher loads on variables X1 (actual number of open beds), X2 (number of medical staff), X3 (number of outpatient and emergency patients per year), X4 (the number of operations per year), and X5 (number of discharged patients), which were 0.887, 0.883, 0.842, 0.811, and 0.744, respectively. The results showed that F1 reflected the situations of X1, X2, X3, X4, and X5; F1 was labeled the hospital scale and service quantity factor. The second main factor F2 (treatment quality factor) had higher loads on variables X6 (cure rate) and X7 (improvement rate); the former was -0.957 and the latter was 0.953. F2 reflected the situations of X6 and X7. The third main factor, F3, had higher loads on variables X8 (clinical and pathological diagnostic accuracy rate) and X9 (outpatient and hospital admission diagnostic accuracy rate), which were 0.826 and 0.824, respectively. (Table 3) .
Build factor score function, and to calculate factor scores
The coefficient matrix of factor score is shown in Table 4 . The common factor is expressed as a linear combination of the original variables. A linear regression method was used to obtain the least squares coefficient estimates, namely the factor score coefficients. We calculate factor scores with factor score coefficients by using the following formula (Table 4) . We establish the factor score function as follows: F1=0.256X1+0.250X2+0.231X3+0.242X4+0.24 5X5+0.085X6-0.082X7-0.059X8-0.019X9+0.089X10+0.027X11 F2=-0.045X1-0.025X2-0.022X3-0.083X4-0.072X5-0.539X6+0.535X7-0.013X8-0.080X9+0.042X10+0.010X11 The original data of X1 to X11 were standardized values using SPSS (Chicago, IL, USA).
Calculated score of comprehensive service capabilities
In Table 2 "Total Variance Explained," the four common factor scores were weighted sums and the weight referred to each factor's variance contribution rate. The variance contribution rates of the four common factors (F1, F2, F3, and F4) were 33.152%, 17.770%, 12.761%, and 9.758%, respectively. The total variance contribution rate of the four common factors was 73.442%. The comprehensive score function for services capability is as follows: 
Results

Common factor scores in pilot and non-pilot hospitals
The common factor scores are shown in Table 5 . F1 represents the hospital scale and service quantity factor. F2 refers to the treatment quality factor. F3 represents the diagnostic quality factor. F4 was called the hospital services efficiency factor. "0" represents the average level of the study samples, a score larger than 0 indicates above average level, and a negative value represents below average level. Because of the characteristics of the factor analysis method, data have been standardized before calculating the factor scores ( Table 5 ).
The comparing results on common factor scores between pilot and non-pilot hospitals are shown in Table 6 Comprehensive service capabilities scores in pilot and non-pilot hospitals
The calculation results of the comprehensive factor scores (F) of the service capabilities are shown in Table 7 . "0" represents the average level of the study samples, whereas a negative value represents below average level. In pilot and nonpilot hospital, In pilot hospitals, the F scores were normally dis- and discharged patients) and the treatment quality (including cure rate and improvement rate) increased. The diagnostic quality (including clinical and pathological diagnostic, outpatient and hospital admission diagnostic) in pilot hospitals decreased, while that in non-pilot hospitals increased. The services efficiency (including bed turnover times, average length of stay) also increased. Judging from the overall trend, the comprehensive service capabilities score (F) of both pilot and non-pilot group all got improvement. However, the differences from 2009 to 2012 of comprehensive service capabilities score (F) between pilot and non-pilot hospitals were not statistically significant (P>0.05). The county public hospital reform did not significantly play a due good role in improving the service capability in pilot group which is one of the reform's goals. Since China has implemented health care reform in 2009, many studies and papers relating to the reform has published both in Chinese journals and international journals. Most of these papers showed the positive results of the reform. However, this study indicated that the reform has shortcomings. This study evaluated the public hospital reform from a more comprehensive, objective and unique perspective, getting a different point of view. One of the important reasons was China health reform policy was paying more attention to inputs rather than outputs for pilot hospital and lack of evaluation and supervision on hospital running or operation. Besides, the decisionmaking department of public health made the decision of how much should be in each hospital by experience management without attaching importance to equity and efficiency, as well as quality (27) . Governments should ensure that resources are allocated according to need (4) .
Studies in other countries also showed the similar problems. A study analyzing Mexico's health system (28) concluded that the measures implemented to reform the Mexican health system have failed to achieve the intended results; on the contrary, they have led to a reduction in interventions, rising costs, and a decrease in the installed capacity and professional personnel for the system's operation. Health systems face new challenges, inevitably requiring that the analyses be situated in a broader framework. In Sweden (29) in terms of structure, process and outcomes mentioned that resource allocation to PHC has become more dependent on provider location, patient choice and demand, and less in need of care. This situation needs to be carefully monitored and countered where necessary. In Ghana, Central government regulations for resource allocation and use should be more flexible, to make services better respond to local needs (30) . These experiences and lessons in this study are meaningful and noteworthy for other counties, especially developing countries. The new suggestions for health care system of other countries are as follows: 1) paying more attention to outputs rather than inputs. 2) Fully evaluation and supervision on health system running, and the equity, efficiency, quality of health system. 3) The decision-making department of public health should make the decision of input according to equity and efficiency, as well as quality, rather than by experience management.
Conclusion
The comprehensive service capability of both pilot and non-pilot group all got improvement. However, county public hospital reform did not significantly play a due good role in improving the service capability in pilot group. The reform was helpful to improve the hospital current situation, but it has not completely achieved policy objectives in the sample hospitals of this study.
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